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A report on the development and activities of a home care service associated with a teaching 
hospital. 
S. F. BURNELL, M.C.S.P., M.A.P.A. 
Senior Physiotherapist to the Domiciliary Care Service, 
Following the decision of the South Australian 
State Government to take advantage of the Com-
monwealth Home Care and Paramedical Services 
Acts of 1969, a detailed and co-ordinated plan for a 
pilot scheme was offered to the Director General of 
Medical Services for submission to the State and 
Commonwealth Governments for acceptance. Ap-
proval of the scheme was obtained late in 1970 and 
this was followed by the appointment of a commit-
tee to be responsible for the structuring and admi-
stration of the scheme. 
The committee initially appointed for the organi-
sation, policy-making and financial control consisted 
of the Assistant Director General of Hospital Serv-
ices, the Geriatrician to the Public Health Depart-
ment and, from the Domiciliary Care Service itself, 
the Medical Director, the Co-ordinator, who acts as 
Secretary, and the Senior Social Worker. The com-
mittee now includes a representative of the General 
Practitioners in the area, representatives from two 
local councils, the Director of the Woodville Com-
munity Welfare Centre and the Senior Therapist of 
the Service. This committee meets monthly. 
Aims of the Service 
There are many people who face incredible prob-
lems in retaining personal dignity and purposeful 
living in their own homes. When they are aged the 
odds against them seem impossibly high. One partner 
may present multiple disabilities while the caring 
spouse is simply too frail to carry the total burden 
and relatives may be too scattered to be useful. 
When the odds become too great, further diffi-
culties encountered in this state are the shortage of 
suitable and suitably priced nursing home beds and 
the long waiting lists for the better-known rest 
homes. 
In providing support to people in their own homes 
the Domiciliary Care Service endeavours to fulfil 
the needs of the individual in his individual situa-
tion according to his wishes, without necessarily 
imposing new standards and different routines. 
The aims of the Service are: 
1. To give support to the aged or any other person 
in their homes. 
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2. To permit earlier discharge from hospital by the 
provision of services and follow-up care. 
3. To delay, or in some instances, prevent, entry or 
re-entry into hospital. 
4. To give sufficient support to those relatives who 
wish to care for patients who would otherwise 
need a hospital or nursing home bed. 
5. To provide a comprehensive range of domi-
ciliary services, using existing community serv-
ices where possible and providing new services 
where deficiencies exist. 
6. To provide training and experience for medical 
and paramedical staff in domiciliary care. 
Location of the Centre 
Initially three rooms of an old house in the 
grounds of the Mareeba Annexe of the Queen Eliza-
beth Hospital were prepared as the Base Centre. 
This site is one mile from the main hospital, and 
it offers adequate parking space and quick access to 
a suburban railway line. The Service soon over-
flowed this accommodation and now occupies the 
whole house, comprising four offices, a meeting room 
and a large equipment store. 
Staffing of the Centre 
When the Pilot Scheme opened the staff consisted 
of one full-time clerk-receptionist and part-time staff 
as follows: 
Medical Director — 2 sessions per week 
Co-ordinator — 7 sessions per week 
Social Worker — 3 sessions per week 
Physiotherapist — 3 sessions per week 
This staffing was soon found to be inadequate and 
our present complement is: 
Medical Director — 2 sessions per week 
Medical Officer — 3 sessions per week 
Co-ordinator — Full-time 
Social Workers — 20 sessions per week 
Physiotherapists — 18 sessions per week 
Chiropodist — 1 session per week 
Domiciliary Aides — 4 full-time 
Clerk — full-time 
Typist — full-time 
Panel of Domiciliary Helpers — 180 Casual 
workers. 
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The staffing is still inadequate in some areas and it 
is hoped that an assistant co-ordinator may be 
appointed soon to organise and supervise the large 
panel of home helps. 
Two interesting facts have emerged from the staff 
growth. Firstly, the social workers and therapists are 
part-time workers and they are 'all married with 
families. Both the Senior Social Worker and the 
Senior Therapist give eight to ten sessions each week 
providing some administrative continuity but the 
main paramedical work force offer between one and 
six sessions weekly to the service governed by the 
needs of their families. We have been unable to 
enlist full-time workers but the fact that the work 
load has been covered is largely due to the flexible 
and willing attitude of the part-time professional 
staff. 
Secondly, it will be noticed that we now employ 
four domicilary aides. At this stage these people 
receive in-service training only, but they have proved 
so invaluable to the para-medical staff that a six 
month training course is to be established shortly. 
The basic training will include time spent in the 
areas of rehabilitation and district nursing, social 
work, physiotherapy, occupational therapy and speech 
therapy. 
As the acute shortage of trained professional staff 
is unlikely to be remedied, it is hoped that their 
skills may be more effectively used when much of 
the routine maintenance and follow-up work could 
be carried out by aides, 
Refenats and Procedure 
Referrals are received by special letter-card, tele-
phone and personal contact. The sources of referral 
have remained remarkably constant, as follows: 
General Practitioners 33% 
Queen Elizabeth Hospital Social Work 
Department 29% 
Royal District and Bush Nursing Sisters 13% 
Other, e.g. patient's relatives, mental 
health services, other hospitals, 
churches, voluntary organisations, police 
etc, 25% 
The service has received tremendous support from 
the general practitioners in the area with whom the 
project was discussed fully before the original sub-
mission was made. 
It is understood that the general practitioner re-
mains in charge of his patient and although assess-
ment visits are carried out on receipt of referral 
from no matter what source, his approval is sought 
before action is taken. 
The first visit is made by a social worker in most 
instances, unless the referral is for appliances or 
physical help, when a therapist will carry out the 
initial assessment. In many cases both viewpoints 
are required but an effort is made to keep to a 
minimum the number of people visiting a home. To 
this end our social workers are able to assess simple 
functional abilities and our therapists can provide 
straightforward social and financial assessments. 
The general practitioner is free to consult our 
medical staff for further patient assessment, for 
advice on management or for admission to the Re-
habilitation Unit at the Queen Elizabeth Hospital 
for intensive treatment. 
A weekly case conference is held to discuss and 
co-ordinate action on all new referrals and to bring 
up any queries or problems among the active cases. 
A brief written report is then sent to the general 
practitioner about each and every patient. 
The case conference has provided a useful teaching 
area for our own staff, liaising staff from other 
organisations and the many interested visitors. We 
have the additional responsibility of a weekly con-
tingent of physiotherapy and occupational therapy 
students and a monthly invasion by medical students 
— all of whom accompany staff on home visits and 
participate in case discussions. Social work students 
attend less frequently. 
The Co-ordinator, who is necessarily a person of 
supreme tact and capability is responsible for ensur-
ing that all referrals are considered, that all action 
suggested is implemented, that delivery of services 
is initiated and maintained and that communications 
are established and sustained with patients, relatives, 
doctors, hospitals, and the many organisations which 
provide help for our patients. 
DESCRIPTION OF SERVICES 
Services which can be subsidised by the 
Domiciliary Care Service 
1. Home Helps: arranged when existing services 
do not apply, e,g. when, the patient cannot 
afford the fee, where there are children in the 
house, when help h required more frequently 
than twice a week. 
2. Housekeepers: arranged where existing agencies 
cannot meet the need. Daily housekeepers are 
available but the Service has been unable to 
supply permanent live-in housekeepers. 
3. Domiciliary Helpers: women with a knowledge 
of home nursing who fulfil the need when 
when actual patient handling takes priority over 
domestic help. 
4. Sitter Service: arranged for the more disabled 
patients to allow the relatives a much needed 
respite. 
5. Night Attendants: provided for relatively short-
term nursing needs in the home. The attend-
ants have nursing experience and are paid at 
rates varying with the work required. 
6. Linen Service: supplies of linen which can in-
clude blankets, sheets, drawsheets, pillowslips, 
towels, pyjamas and nappies are provided 
through the Mareeba Linen room. Pick-up and 
delivery is arranged through relatives wherever 
feasible, otherwise this work is done by the 
aides. 
7. Meals: primarily provided by the Meals on 
Wheels organisation. If their kitchen is over-
loaded or the request is outside their area, a 
home help is asked to shop and prepare food 
in the home. 
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Services which are not subsidised by the 
Domiciliary Care Service 
1. Hairdressing; a local hairdresser will visit for 
a nominal charge. 
2. Gardening: some active elderly men will work 
for a small charge. Heavy gardening is 
arranged through voluntary groups such as 
Rotoract, Interact and Young Leos. 
3. Friendly Visiting: some church members and 
retired people have helped our patients in this 
way. 
Cost to Patients 
The majority of our patients are pensioners and 
those holding 'a medical entitlement card are elig-
ible for free loan of appliances and paramedical 
help. However all patients are expected to contri-
bute to the cost of a helper in the home. The social 
workers assess the individual's ability to pay and 
a sum is mutually agreed. Some patients bear the 
full cost of help and pay hire charges for the 
use of equipment. 
Loan of Equipment 
The need for equipment has been far greater and 
far more costly than envisaged. However, when it 
is appreciated that the Domiciliary Care Service is 
virtually supporting scores of "mini-nursing-homes" 
spread over an area of approximately 30 square 
miles the need for multi-purpose staff and an abund-
ance of equipment becomes apparent. 
All equipment is ledgered, marked and card in-
dexed and it remains the property of the service. 
An extensive range of items is kept in stock from 
hoists, wheelchairs and water beds, to walking aids 
and self-help aids, commodes and disposable nursing 
supplies. The maintenance of working supplies (and 
statistics to prove that we need them) and the 
checking of condition and proper use is proving a 
formidable task. 
Royal District and Bush Nursing Supervisor 
To further improve liaison between the hospital, 
the domiciliary service and the district nurses, 
arrangements have been made for a Supervisory 
Sister of the Royal District and Bush Nursing to be 
based at our Centre. This appointment has already 
improved "feedback" from the homes and hastened 
delivery of urgent nursing items and provided more 
readily the back-up services required to sustain 
some of the more precipitous hospital discharges. 
Ever-present Problems 
Problems fall into four main areas, which are: 
1. Difficulty in obtaining suitable, flexible trained 
staff. 
2. Difficulties in providing constructive help to 
some psychiatric or alcoholic patients or some 
families manifesting extreme social incompet-
ence. 
3. Difficulties in providing help for some frail but 
supremely independent people, who nevertheless 
impose great stress on neighbours or frail rela-
tives. 
4, Difficulty in effecting repairs or structural modi-
fications to certain derelict homes. 
Benefits of Association with a Teaching Hospital 
The close liaison with the Queen Elizabeth Hospi-
tal has, been invaluable. Hospital case notes and 
X-rays are made available to our staff. There is a 
cross-reference system in operation between the 
hospital social workers, medical records and the 
service so that all admissions and discharges of 
mutual patients are noted. This diminishes the 
number of wasted home visits and allows services 
to be discontinued and resumed without delay. 
Certain facilities are made available to our pat-
ients, for example specialist out-patient care, splint-
maker, laboratories, occupational therapy and day 
centre attendance. 
In addition the hospital has most generously 
provided two beds in the Mareeba Annexe for holi-
day relief. A bed may be booked for two weeks 
well in advance to allow relatives to plan a holiday. 
The medical and nursing staff of Mareeba try to 
follow the patient's own daily routine to cause as 
little physical and emotional disturbance as pos-
sible. 
Development of the Service 
The Service was considered a Pilot Scheme until 
an analysis had been made of the first 300 patients, 
It is now an established service, the boundaries have 
increased dramatically and plans are finalising for 
the establishment of three other such centres in 
metropolitan Adelaide. 
Similar schemes have already started in country 
areas namely Murray Bridge, Kadina/Moonta, and 
Port Lincoln. Whyalla and Mount Cambier are 
engaged in preliminary stages and the Barossa Valley 
and Loxton have initiated schemes so far independ-
ent of government support. All country-based 
schemes are patterned on the Pilot Scheme but of 
necessity they vary according to the local availability 
of staff and the specific needs of the district, 
One of the plans for the future is a mobile unit 
carrying a full range of equipment and trained staff 
to assist those who are endeavouring to provide 
services in country areas. 
FACTS AND FIGURES 
The following facts and figures are derived from 
the Pilot Scheme, involving the first 300 patients. 
Ages: Referrals range in age from a few months 
to a centenarian. Average age — 71 years. 
Disabilities: Disabilities necessitating referral to the 
Centre were 
Bone and Joint Disease or Injury 29% 
Cerebrovascular disease 23% 
Malignancy 9% 
Senility 8% 
Cardiac conditions 8% 
Neurological diseases 7% 
Respiratory diseases 5% 
Others 11% 
N.B,—Many patients suffer multiple disabilities 
but only the predominant one was listed. 
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Service required: 
Referred to Therapists 61% 
Appliances or Equipment required 46% 
Domestic help 2&% 
Referred to the Royal District and Bush 
Nurses 18% 
Referred to Chiropodist 11% 
Linen service provided 9% 
Requiring Day Care 20% 
Queen Elizabeth Hospital now provides Da*y 
Treatment and Day Care Centres allowing 150 
patient attendances per week, 
Assessment of the Service: 
Of the first 300 referrals, 73 have now died and 
17 of these remained at home. A remarkable number 
of people dread going to hospital to die. By provid-
ing help in some instances both patients and rela-
tives derive mutual comfort and satisfaction from 
staying together and anxiety and grief appear to be 
diminished, 
A further assessment of the scheme was made at 
15th months when the referral figure stood at 711 
patients. Of these, 
33 had died at home 
73 had died in institutions 
86 had been admitted to institutions 
49 no longer required our services 
Total = 241 — leaving 470 active cases. 
Of these 470 active cases, it was conservatively 
estimated that without our services, 
67 would be in nursing homes on intensive nurs-
ing care, 
153 were at great risk and dependent on a rela-
tive. 
Of the 67 patients who would most likely have 
required nursing home care, the following services 
were required: 
Home Help 72% 
Royal District and Bush Nurses 6 1 % 
Equipment loan 58% 
Paramedical service 39% 
Linen service 39% 
Meals 24% 
Finance: 
It is interesting to note that from the above 
analysis, less than two thirds of the patients being 
kept at home avoiding intensive nursing care are 
eligible for the $14,00 per week Commonwealth 
home nursing subsidy. The group who manages 
without the help of the district nurse are ineligible 
at present for that financial help despite the support 
of many other services* 
A cost analysis of 470 active cases has revealed a 
figure of $3.48 per patient per week. 
SUMMARY 
The Pilot Scheme in the Woodville area has 
shown that home care can be effectively linked with 
a teaching hospital and that it is economical of 
both staff and money; but the service could neither 
function nor grow without the steady support of the 
general practitioner and many other involved and 
dedicated people. 
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